INTRODUCTION
The most common tumors of the parotid, such as pleomorphic adenoma and Warthin tumor, are benign, easily diagnosed and are therefore easily treated. 1 These tumors represent the vast majority of parotid tumors; however, other tumors, such as schwannoma, are rarely encountered.
Schwannomas (or neurilemmomas) are benign peripheral nerve sheath tumors that may arise at any point in the peripheral nervous system, and are rarely seen in the parotid gland. Nine percent of schwannomas arising from the facial nerve arise from the intraparotidportion; overall, schwannomas account for 0.5% to 1.2% of all parotid gland tumors. 1, 2 To date, approximately 80 intraparotidschwannomas have been reported in the literature worldwide. 3 Most published data have been written from a surgical perspective.
CASE REPORT
A 65-year-old female presented with a painless, gradually progressive swelling in left preauricular region for 3 years. Patient denied any facial weakness, twitching or pain. On examination, there was a well-defined 4 cm × 3 cm, firm, nontender, mobile swelling in right parotid region. Facial nerve function was normal. Usg scan showed a well circumsied cystic lesion in the parotid region probably cystic lesion of parotid? Warthims of left lobe of the parotid gland. FNAC was performed, and the cytology smears suggested of bening parotid lesion. Surgical excision of the tumor showed an encapsulated cystic lesion in between the deep and superficial lobe of the gland, the tumor measuring 3 cm×2 cm×2 cm ( Figure 1 ). Cut surface was whitish with focal areas of hemorrhage. Microscopy revealed a well-encapsulated tumor having hypercellular (Antoni A) and hypocellular (Antoni B) areas composed of spindle-shaped cells
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having elongated nuclei with pointed ends and eosinophilic cytoplasm ( Figure 2 ). Focal nuclear palisading was seen. Final histopathologic diagnosis of schwannoma was made. Post-operatively the patient was asymptomatic without any features of nerve palsy. The cells that build the tumor were fusiform nucleated spindle cells and had eosinophiliccytoplasms with illdefined boundaries. In these cells there was palisade forming hypercellular areas and wavy structure of the fibers in the stroma in some places. 
DISCUSSION
Schwannomas were first reported by Virchow in 1908 and arise from the neural sheath of the peripheral sensory, motor, sympathetic, and cranial nerves. 4, 5 Schwannomas are encapsulated, soft and white, yellow, or pink tumors. They occasionally feature areas of calcification and/or cystic degeneration. Their capsule is continuous with the epineurium, the most external nerve sheath.
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Microscopically the diagnosis is confirmed by histopathologic evaluation. Histologically, two types of tissues are seen: the Antonia area is characterized by the presence of elongated and spindle-shaped Schwann's cells, and their nuclei are aligned in a palisading pattern (Verocay bodies). The hypo cellular Antoni B area has a varying degree of cell pleomorphism; irregular cell types are scattered in loose connective tissue, and there is no definable palisading of tumor cell nuclei. Both Antoni areas are usually found in the same tumor, but their respective proportions vary. Nerve fibers are not part of the tumor because the mass arises from Schwann's sheath and pushes the nerve axons aside. 6, 7 Immunostaining for S-100 is required to establish the neural origin of the tumor and smooth muscle actin (SMA) to rule out a leiomyoma. 8 The difficulty in establishing a correct preoperative diagnosis has been pointed out by Conley and Janecka because this tumor is infrequent and generally unsuspected as preoperative facial nerve paresis is unusual. 10 FNAC is frequently used preoperatively to evaluate the salivary gland lesions with reasonable sensitivity and specificity, ranging from 60-100% to 90-100%, respectively. 9 Most of the parotid tumors have characteristic cytomorphologic features that aid indefinite preoperative diagnosis, however a few lesions, both benign and malignant, can cause problems in interpretation.
FNS are uncommon; approximately 25% and 40% of all schwannomas have occurred in the head and neck region. These tumors are most common tumors of facial nerve and can be either benign or malignant. The majority of FNS are intratemporal, with 9% of cases arising from the intraparotid portion. 11 Caughey et al. had conducted a retrospective study over 38-year period, focusing on facial nerve schwannoma involving parotid gland. Out of a total of 3722 patients with schwannomas reviewed, only 29 were related to facial nerve. From this small group, only eight involved the parotid segment of the facial nerve. 12 Treatment of intraparotid FNS is surgical excision. Because preoperative diagnosis is impossible, much responsibility falls to the surgeon during the operation. Because in almost all cases no facial nerve palsy is detected preoperatively; even during surgery, it can be difficult to determine whether the tumor originated from the parotid gland or the facial nerve; half of the tumors originate from the main trunk of the facial nerve and that is why it is impossible to find main trunk. There are strong adhesions between the tumor and the nerve and so in such cases surgery becomes quite difficult. As a result FNS are quite rare tumors and the preoperative diagnostic tests usually provide no valuable information. During management it seems important to behave conservatively because tumor rarely affects the facial nerve function and grows very slowly. Complete excision leads to complete cure.
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